INTRODUCTION
Many a times, dental patients suffer from both physical diseases and mental disorders. Psychiatric co-morbidity has been reported to be very high (8-53%) in primary health care units in developing countries including India. [1, 2] The rate of psychiatric co-morbidity in hospitalized physically ill patients at a tertiary care unit is also very high, i.e. 5.0-50.0% and 52.5%. [3] Recognizable psychopathologies are frequent in patients presenting to dental OPD, at least some of which go unrecognized and hence untreated. [4] Dental surgeons spend a considerable amount of time treating patients who present with either psychiatric disorders like depression and anxiety or with physical manifestations of underlying emotional disturbances. Common manifestations of covert emotional disturbance in patients encountered in dental practice include oral dysesthesia, atypical facial pain, and other atypical syndromes. [5] Somatoform disorders, apart from posing management problems, also cause significant functional impairment and overall disability for the patient. [6] Early and appropriate recognition of such emotional distress would benefit both the individual and the health care service. [7] There is convincing evidence that psychosocial factors have a major impact on both patient outcome and costs of the medical-surgical services of general hospitals. [8] These psychosocial factors are either not detected by the dental surgeon or are identified and addressed late, which could have been otherwise avoided. [9] The coexistence of psychiatric and medical problems in a patient usually leads to more complex diagnostic assessments, increased health care costs, and less satisfactory outcome than in those without co-morbidity.
The above said realization has created vigorous interest in consultation-liaison (C-L) psychiatry. [10] C-L psychiatry has been defined as an area of clinical psychiatry that encompasses clinical, teaching, and research activities of psychiatrists and allied mental health professionals in the non-psychiatric divisions of a general hospital. [11] Liaison interaction, whereby the psychiatrist being an integral part of a medical-surgical team, helps in the recognition of psychological co-morbidity at an early stage and in the comprehensive management of the patients on the site. [12] C-L psychiatry is a subspecialty in the USA. This has led to higher rate of referral (2.2-12%) in the US [13, 14] than in the centers of Britain and Hong Kong. [15] Referral rate reported from British samples have varied from 0.5 to 2.8% even after C-L psychiatry has become a speciality in these centers. [16, 17] The rates reported from India are still lower (0.15-1.54%). [18, 19] Given the prevalence and impact of unrecognized and untreated psychiatric disorders in patients presenting in dental OPD, there lies the necessity for C-L psychiatry to address this unmet need. This would directly provide a framework for psychiatric-dental liaison and indirectly lead to better understanding of psychiatric disorders by dental specialists as well. It will lead to early diagnosis and management of these patients which has been shown elsewhere to produce better outcome. [20] As far as our knowledge goes, no such study has been conducted in the northeastern part of India, especially from rural medical colleges. The present work has been carried out to study the socio-demographic characteristics as well as to detect the psychiatric co-morbidities at an early stage. We aimed to determine the scope of C-L psychiatry in a rural teaching hospital, regarding comprehensive management of the patients.
MATERIALS AND METHODS
The cross-sectional study was conducted in a multi-speciality tertiary care teaching hospital situated in a rural area of West Bengal in India. This medical college has Medical Council of India (MCI) recognized MBBS course and postgraduate courses in psychiatry, general medicine, general surgery, GandO, pediatrics, ENT, ophthalmology, anesthesiology, orthopedics, and dermatology. This institution also has super-specialty clinics in neuro-medicine, neuro-surgery, cardiology, nephrology, respiratory medicine, burns unit, and urology. The hospital has 589 inpatient beds; its bed turnover and occupancy rate are 77.0% and 116.9%, respectively. This is a cross-sectional, descriptive study. One hundred patients aged 18-60 years, attending the dental OPD were selected randomly and every consecutive patient was referred to psychiatry department for assessment, during the period from 1 November 2013 to 30 April 2014. Informed consent was taken from all the patients or their relatives, and ethical clearance was obtained from the institutional ethical committee. Every enrolled case was clinically examined and on the basis of clinical examination, dental diagnosis was made by the dental surgeon. Psychiatric co-morbidity was assessed with the help of General Health Questionnaire (GHQ)-28 and Mental Status Examination (MSE) by a psychiatrist.
Research instruments GHQ-28 [21, 22] The GHQ-28 is a self-report screening instrument designed for detection and assessment of individuals with an increased likelihood of current psychiatric disorder. The questionnaire incorporates four subscales including somatic symptoms, anxiety and insomnia, social dysfunction, and severe depression. The existence of four subscales permits analyses within itself. In the GHQ-28, the respondent is asked to compare his recent psychological state with his usual state. Binary scoring method (with the two least symptomatic answers scoring 0 and the two most symptomatic answers scoring 1) was applied. The higher score indicates poorer psychological well-being of the patient. Any score exceeding the threshold value of 4 is classed as achieving "psychiatric caseness."
The international classification of diseases-10 [23] The International Classification of Diseases (ICD), 10 th version, Classification of Mental and Behavioural Disorders, was used to diagnose the referred cases.
Statistical analysis
The data were subjected to statistical package for social sciences (SPSS), version 16.0 and statistically analyzed using Cross tab and Chi test. P < 0.05 were considered to be statistically significant.
RESULTS
Socio-demographic characteristics of the patients, dental illnesses, GHQ-28 scores in different domains, co-morbid mental disorders according to ICD-10, as well as association among the types of dental diagnoses and types of mental disorders are tabulated in Tables 1-4 . Majority of the subjects were female (n = 56, 56%) and the mean age of the sample was 37 years. Most of the patients were married (77%), unemployed (45%), and had secondary level of school education (47%). The commonest dental illness was dental caries (22%). Mean GHQ-28 total score was 9.43 (SD 6.273), which was above the threshold value of 4. More than two-third (73%) of the patients had psychiatric co-morbidity according to GHQ-28 total score. Sixty-eight patients were diagnosed to have mental disorder on MSE. Somatoform disorder (n = 25, 25%) was the commonest type of mental disorder, followed by mixed anxiety and depression (n = 14, 14%). Very strong associations were found among the types of dental illnesses and the types of mental disorders (Chi-square = 45.860 and 117.280, respectively; P = 0.001).
DISCUSSION
There is scarcity of psychiatric-liaison service in India for patients with psychiatric co-morbidity referring dental specialists. This study is unique in that the selected patients are from dental clinics which are referred for psychiatric assessment and management, irrespective of whether they had psychiatric co-morbidity or not. No similar study has been conducted in the rural eastern part of India, and hence, direct comparison of findings is difficult. Majority of the patients belonged to middle-age group (mean 37 years), were female and unemployed, which is consistent with the findings of many other studies. [24] The catchment area of our institution is a rural one with poor socioeconomic condition. So, majority of the referred patients were from rural Earlier studies that have been tried to identify the factors leading to psychiatric referral among patients attending dental OPD have pointed out non-compliance and disturbed behavior as an important finding. [25] In our study, we found that more than two-third (73%) of the patients had psychiatric co-morbidity according to GHQ-28 total score, of which the most common psychiatric manifestation was found to be somatoform disorders (n = 25, 25%), followed by mixed anxiety and depressive disorders (n = 14, 14%). These findings are broadly in keeping with those of previous studies which evaluated t he reason for non-compliance and functional somatic symptoms among dental patients, both of which found somatoform disorders as well as mixed anxiety and depression to be the major diagnostic categories. [26] Psychological factors such as stressful life events, anxiety, and depression might have led to compromised functioning of the immune system in these individuals, which leads to non-compliance and somatic complaints, as suggested by the results of previous psychoneuro-immunological studies. [27, 28] Moreover, these patients are more prone to indulge in substance abuse. [27] Our study shows that a high percentage of dental patients also suffer from psychopathologies, especially anxiety and depression. This study is consistent with ano ther previous study which has pointed the need to elicit the underlying cause of co-morbid somatic manifestations due to emotional distress among patients visiting dental specialists. We have been able to show that such patients can be identified and engaged in treatment, provided there exists a psychiatry consultation service. This should provide a useful C-L psychiatry model for further innovations and service developments in dental practice and also in other branches of medicine. From psychiatric perspective, the experience gained by working in such a service is valuable and a key component of the desired overall training objectives.
Limitations
The present study is not without limitations and the same should be considered while interpreting the results. Short duration, absence of control group, cross-sectional assessment, and small, purposive sampling could yield type II errors. The results of this clinic-based study could not be generalized to community settings. Further longitudinal and analytical studies with larger sample size and control group having others variables are to be conducted. Periodontitis  2  0  0  2  0  0  0  3  7  Gingivitis  0  1  0  0  3  0  0  2  6  Dental caries  3  0  0  1  7  0  1  10  22  Edentulous  0  0  0  0  2  0  0  2  4  Dental infection  0  0  0  0  1  0  0  2  3  Pericoronitis  1  0  0  3  2  0  0  5  11  Fracture  2  0  0  0  0  0  0  1  3  Attrition/abrasion  2  0  0  1  2  0  0 
